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and interview, the facility falled to assess for the
use of a restraint prior to starting a potential
restraint for two residents (#1641 92} of
twenty-six residents reviewed.

The findings included:

Resident #164 was admitted to the facility on
November 24, 2010, with diagnoses including
Dementia, Anxiety, Mypertension, and Atrial
Fibrillation, '

Observation on March 17, 2014, at 2:30 p.m., and
March 18, 2014, at 3:12 p.m., revealed resident
#184 on the 300 hall in a reclined wheelchair,

Medical record review of a care plan dated
February 6, 2014, revealed "1 1/27113 resident
placed in gerichalr... 1/3/14 resident to pe up in
rocking wheelchair (type of reclined whaelchair)
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F 000/ INITIAL COMMENTS F 000
i Arecertification and complaint survey #332566,
were completed on March 18, 2014, at NHC
Healthcare Johnean City. No deficiencies were Fz21
cited in refation to the complalnt under 42 GER Residents #152 and #164 have been
FART 482,13, Reguirements for Long Term Cara assessad for restraint potential by the
F 221: 4B3.13(a) RIGHT TO BE FREE FROM F 221| Resident Care Coordinator and
S8=D | PHYSICAL RESTRAINTS documented as non-restraints on the
. : resiraint assessment.
The resident has the right fo be fres from any
physical restraints impased for purposes of All residents will be evaluated by the
discipline or convenience, and not réquired to respective Resident Care Coordinator
treat the resident's medical symptoms, for the potential of reclining chairs being
used as restraints, and documented on
. the restraint assessment,
This REQUIREMENT is not met as evidenced
by: ] . All reclining-style chairs, whether °
Based on observation, medical record review, restraints or not, will be assessed ag

potential restraints before they are putin
use; or as soon as possible after
emergency implementation to treat a
medical symptom. Staff meetings will be
held with licensed nurses to raview
reclining-chair restraint potential.

The Resident Care Coondinator will be
respansible for reviewing each resident
for reclining chair usage at least
Quarterly on a routine basis, A review of
each resident and their current reclining
chair status, including the coirective
actions from this plan of comection, wil |
be presented at the faciiity's monthly QA
meeting in April. The ADON will review
any newly implemented reclining chairs,
if applicable, during the month of April
and report to next QA committee in April.
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LABURATORY DIR‘ERR‘S OR FROVIDE

B GATE

(p[nlie

em-finding with an abtari
other safeguards pr. sufficient protectivn 3h the patiants, {See inctructions.)
Tollowing the date of dbrvey whether or not ¥rfian of comection i
deys faliowing tha date these dscumants ara
program paricipation.

Any deficiency stat

REPRESENTATIVE'S GXGNATURE TITLE
(g.lgh\;” . \
{*) denotas g deficlency whith the instilution may be sxcused from corracting providing i Is determined that

Except for nursing homes, the findings stated 2bove are distiosable 90 days

provided. Fer nurslng hames, the above findings and plans of comection are discicoable 14
fade available to the facility. If deficianciss are gited, an #pproved plan of correction s requisite to continued
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Continued From page 1
during the day as tolerated..."

Medical record review of a physical restraint
review dated January 28, 2014 revealed, "...pt
(patient) is up to gerichair daily..."

Interview on arch 18, 2014, at 1.44 p.m., with
Resldent Care Coordingtor (RCC) #1 at the 300
hall nurse's desk, revealed the resident was
placed in the gerichair an NMovember 27, 2013,
and a restraint assessmant was not completed til
January 28, 2044, "two months later," Continued
Interview revealed the recline wheelchair was not
asgessed prior to placing the resident in the
wheelehair on January 3, 2014.

Interview on March 19, 2014, at 9:23 a.m., in the
RCC office confirmed the facility failed to assess
the gerichair and rocking wheelshair prior to
starting for 2 potential restraint,

Resident #152 was admitted to the facility on
February 12, 2014, with diagnoses including,
Urinary Tract Infection, Delirium, Anorexia,
Chronic Anxiety, Depression, Hypertension,
Dementia, Psychosis, Delusions, and insomnia.

Observation of the resident in tha resident's room
on Match 17, 2014, at 1:42 p.m., revealed the

" chair).

- Review of the Interim Gare Plan dated Febryary

resident sitting in & Broda chair (type of reclining

12, 2014, revealed "...2/21/14, Broda chair dit
F{due to) fall.."

E Continued review of the madical record revealed
i the facility failed to ¢complete a Pre-Restraint

| Assessment for the Broda chair until March 4,

F221
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2014, a delay of eleven days,

Interview with the Station ona Resident Care
Coordinator (RCG) on March 18, 2014, at 11:45
a.m., at the Station one Nurse's Station confirmed
the facllity failed to parform a Pre-Restraint
A:sgassi‘nent prior to initiating use of the Broda
chair,

F 3151 483.25(d) NO CATHETER, PREVENT UTI, F 315|F315

s8=p | RESTORE BLADDER Resident #162 will have & complete
incontinence assessment compieted by

Based on the resident's comprshensive Resident Care Coordinator.
assessment, the facility must ensure that a d . . :
resident who enters the facility without an The MDS Coordinator and Resident
Indwelling catheter is not catheterized unless the Care Coordinatar will review all
resldent's clinical condition demonstrates that residents who are incontinent and
catheterizaetion wes necessary; and a resident ensure they have complete incontinence
who s inconfinent of bladder receives appropriate assessments,

freatment and services to prevent urinary tract ) .

infections and to restore as much normal bladder All residents will be assessed for
function as possible. incontinence in conjunction with each

resident’s admission, guartery, and
annual review by the MDS Coordinator,

This REQUIREMENT Is not met as evidencsd The MDS Coordinator will notify the
by: Resident Care Coordinator of
Based an medical record review and interview, - incontinence assessment results for
the facllity failed to evaluate the bladder further care plan development,
incontinence status of one resident (#162) of - | Procedure will be reviewed with nursing
. Iventy-six residents reviewed. administration at next staff mesting.
' The findings included: The ADON wili review a sample of
residents on each station for 2 complete
Resident # 162 was admitted to the facility on incontinence assessmant; weekly times
November 8, 2013, with diagnoses including two weeks, and report to next QA )
Coronary Artery Disease, Urinary Incontinence, committee In April. There will be routine
Chronic Edema, Qsteocarthritis, Hypertipidemia, annual reviews by the MDS Coordinator | 4/25/2014
Contracture of Hands, Osteoarthiitis, and Resident Care Coovdinater,
Hypettension.
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Medlical recond review of the current care plan for
the resident indicatad that the resident was at risk
for alteration in skin integrity due to urinary
incanilnence, with an intervention of assisting the
resident with toileling as needed.

Medical record review revealed two forms entitied
Incontingnce Screening, one dated Novamber 8,
2013, and the other dated November 18, 2013,
Both forms were complete on page one, Both
forms indicated Resident # 162 "scored a five on
the incortinence screening and is a candidate for
a howelbladder program at this time and is
wilfing and/or able & participate in a continence
program”. Further review of the Incontinence
Screening form dated Novamber 8, 2013,
revealed Resident # 162 "actively wants to regain
bladder control". Continued review of hoth
incontinence Screening forms revealsd the
sacond page to be blank and the section of the
forms "Complete the following algerithm to
determine the appropriate incontinence
management program’” was not completed.
Further review revealed the section  After
completing the management algorithm, the
program best suited to meet the patient's needs
was:" had nat beén gompleted and & biadder
{ralning program had not been identified on the
form for the resident.

Interview with Licensed Practical Nurse (LPN) #1

; on March 18, 2014, at 1:57 p.m., at Nurse Statlon
Two, revealed Resident #1562 was incontinent of
urine mostly at night and occasionally during the
day. Continued interview revealed the resident
was not on & scheduled toileting program. Further
interview revealed "We offer to take... {0 the
hathroom at least every two hours. The facility
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| Interview with MDS (minimum data set)

1 treatment and services to prevent aspiration

Continued From page 4

standard for residents who need assistance with
toileting is ta offer every two hours.”

Coordinator #1 on March 19, 2014, at 10:12 a.m.,
revealed the incontinence screening form, both ¢
page one angd two, were to have been completed
by the MDS coordinator. An incontinence fraining
pregram for the resident was ta have been
identified on the form. The information on the
form was then o be relayed to the Resident Care
Geordinator at the resident's station. Further
interview with the MDS Coordinator #1 confirmed
page two of the incantinence screening forms
dated November 8, and Navember 18, 2013, for
Resident #162 had not been completed and no
incantinence program had been identified.
483.25(g)2) N& TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facility must ensure that -

(1) A resident who has been akle to eat enaugh
algne or with assistance is nat faed by naso gastric
tube unless the resident * s ¢linical condition
demonsirates that use ¢f a naso gastric tube was
unavoidable: and

(2) A resident who s fed bﬂ; & nage-gastric or
gastrostomy tube recaives the appropriate

pneumonia, diarchea, vomiting, dehydration,
meftaballe abnormalities, and nasal-pharynges)
ulcers and to restore, if possible, normal eating
skills.

F31§

F3z2

F322

Resident #1689 will havs lube feeding'
properly labeled (completed while
surveyors still in building).

The Rasident Care Coordinator will
review ali residents who recgive tube
feeding and ensure the {ube feeding h

been properly Iabeled.“p gn wh .

Tube feeding labeling procedure will be
reviewed with nurses at next staff
meeting by DON.

The ADON will review all residents on
each station for properly [abeled tube
feading; weekly timas two weeks, and
report to next QA committoe in April.
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| failed ta ensure tube feedings were properly.

Continued From page 5

This REQUIREMENT is not met as avidenced
by:
Based on abservation and interview the facility

labeled for one resident (#169) of twenty-six
residents reviewed,

The findings inciuded:

Resident #169 was admitied to the facility on
March 11, 2011, with diagnoses in¢luding
Bilateral Above the Knee Amputation, Coranary
Artery Disease, Cerebral Vastular Accident,
Right Side Hemiparesis, Expressive Aphasia,
Dysphagia, Gastrostomy, Failure to Thrive, Renal
Failure, and Diabetes.

Observation on Mareh 17, 2014, at 2:52 pm., in
the resident's room, revealed the resident lying in
the bed with Jevity 1.5 calorie (tube feeding)
infusing at &5 milliiiter (mI) per hour per the
Percutansous Endoscopic Gastrostomy (PEG)
feeding fube. Gontinued observation revealed the
tube feading was not [abaled with a start date or
time.

Interview with the Director of Nursing (DON) on
March 17, 2014, at 3:22 p.m., in the resident's
room, confirmed the fasility failed to labsl the nbe
foeding with a date or time.

F 322
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